HISTORICAL INTRODUCTION
The Lunacy Act, 1890, consolidated the Lunacy Act of 1845 and its three amending Acts of 1853. Before the Local Government Act, 1929, Boards of Guardians were responsible for carrying out the functions of Section 20, 21, and 24, the law relating to the immediate disposal of psychiatric emergencies. Patients in these circumstances were admitted to workhouses and there was often little distinction between social care for the poor and medical services for the "pauper lunatic", a situation having its root in the Elizabethan Poor Law Statute of 1601. The Local Government Act, 1929, empowered the London County Council to appropriate to their health service any workhouses used for hospital purposes and Section 19 of the Mental Treatment Act, 1930 , allowed the use of these institutions for the detention of mental patients. At that time the London County Council inherited from the Board of Guardians twenty units in London consisting of 567 beds, and the L.C.C. Annual Report (1930) described the gross inadequacy of the units and presented plans for the future re-organization ofLondon Observation Wards. The intention was to have six large units of eighty beds each, sited North and South of the river in equal numbers, with consultant psychiatric staff and psychiatric social workers in attendance. The second world war interrupted these plans and the National Health Service Act, 1946, prevented their further realization, though in 1936 the Council did open a new unit of 76 beds North of the river. Before the Mental Health Act, 1959, six units existed in London, four attached to geriatric or general hospitals, one to a mental hospital in Metropolitan London, and the last to an undergraduate teaching hospital; these six units contained a total of 224 beds. The National Health Service Act, 1946, placed hospitals under the control of the Minister of Health and this necessitated a re-writing of Section 20 of the Lunacy Act, 1890. Workhouses ceased to exist and the opportunity was taken of introducing Section 21A (extension of a 3-day order for a further 14 days by the Medical Officer) to replace Section 24.
The Mental Health Act, 1959, repealed all previous lunacy, mental treatment, and mental deficiency legislation. It permits, and indeed encourages, as much treatment as possible on an informal basis in any hospital or nursing home. Where, however, compulsory admission is necessary, this may be of three kinds: admission for observation for a period not exceeding 28 days (Section 25), admission for treatment for a period of one year in the first instance (Section 26), and emergency admission for 3 days (Section 29). Both observation and treatment orders require the written recommendation of two medical practitioners, one of whom must be approved for the purpose by the local health authority. The emergency order, however, requires the signature of only one doctor who will usually be the patient's own general practitioner. This last will probably be the most usual mode of compulsory admission to the Obser- Mapother (1929a) , Pentreath and Dax (1937) , and more recently Dunkley (1954-57) and Asher (1954 Asher ( , 1957 pointed to the professional advantages for the psychiatrist and for his medical and surgical colleagues when observation wards are attached to general hospitals. The Board of Control (1936) made a systematic examination of observation wards and found many inadequacies. The functions of the observation ward vis a' vis treatment or diagnosis and disposal were discussed by Mapother (1929a ), a Lancet Editorial (1936 ), and Blacker (1946 . Mapother noted that one-third of such patients were discharged home or to non-psychiatric institutions. Pentreath and Dax (1937) (1958) analysed statistically the returns of Duly Authorized Officers during 1956 and considered "that a period of delay resulting from admission to an Observation Unit materially reduced the chance of certification". Norris (1959) gave a statistical analysis of the clinical records, social background, and subsequent history of 9,001 patients admitted to two large London observation wards during 1947, 1948, and 1949 . In her section on the "utility and futility of Observation Wards", she demonstrated that the observation wards in question saved 35 mental hospital beds each year, and that annually some 1,000-1,500 patients were saved the necessity of going to a mental hospital.
Ofclinical studies, those of Mapother (1929b Mapother ( , 1934 on "Alcoholic Morbidity" and "Sudden Insanity" respectively were based on Observation Ward experience. Post (1951) carried out a clinical and social analysis of 226 admissions to an observation ward with a 3k-year follow-up, but he confined himself to patients over 60 years of age. The prognostic significance of "functional illness" as against "organic syndrome" was seen in the mortality rate of 27 per cent. for the former and 60 per cent. for the latter. Stokes, Nabarro, Rosenheim, and Dunkley (1954) analysed physical illness in an observation ward over a 5-year period. In 54 patients death was due to physical illness, unrecognized before admission, and thirty of the 54 patients were admitted from general hospitals. These authors made a special plea for the wider recognition of mental symptoms in physical illness. Crawford (1954) briefly listed physical diseases seen in a 6-month period during 1949 at the observation unit here studied. He found that 29 per cent. of 248 patients had physical illness, the overall mortality rate being 9 2 per cent. Steel (1960) and Bockner and Coltart (1961) presented two clinical studies of 27 patients with a diagnosis of neurosyphilis admitted to two observation units during 1957, 1958, and 1959 , and cautioned against the tendency to assume that neurosyphilis is nowadays a rare disorder. Gooddy, Gautier-Smith, and Dunkley (1960) , from the same unit as Steel, described the experience of a visiting neurologist over a 6 to 7 year period, and noted that neurological lesions were present in about 5 per cent. of 8,000 patients. DESCRIPTION selected and these were subdivided into two groups: those in whom this was considered to be merely an associated disorder, and those in whom it was considered causative in producing the psychiatric illness (referred to below as "srelated").
(2) POLICE ADMISSIONS.-Data were obtained (P.B.W.) on all patients admitted directly on a Police Order during the same period as for Section 1. Data for comparison were obtained by the kind co-operation of the physicians-in-charge of the remaining observation units in London.
(3) INFORMAL ADMISSIONS.-The third group studied (M.J.P.) consisted of the first 100 patients admitted informally (from November 21, 1959 , to May 14, 1960 ; this constituted 16-2 per cent. of the total number of patients admitted during that period. The sex ratio (Male:Female 1 -63:1) was the reverse of that found in the compulsory admissions during the same period (Male :Female 1:1 I 36), the difference being significant (P < 0 001). As some of the differences between the informal and compulsory admissions might reflect only differences of sex ratio, it was decided that the group of compulsory admissions should be controlled for this item. This was done by taking the next compulsorily admitted patient of the same sex who followed each informally admitted patient. The x2 technique was used in calculating statistical significance where applicable.
RESULTS
(1) CAUSAL SIGNIFICANCE OF PHYSICAL DISEASE IN PSYCHIATRIC ILLNESS.-Of the total number of patients admitted, 18 4 per cent. had some physical disease, although in only 7 2 per cent. was the psychiatric disorder secondary to a physical disease, i.e. the "related" group. As only 7 8 per cent. of total admissions for the year were of patients aged 65 years or over, the incidence of physical illness is not explained by the age distribution alone (Table I) . The actual physical disease is shown in Table Il . The fifteen miscellaneous cases included chronic nephritis, cirrhosis of the liver, erythema multiforme, Crohn's disease, cataract (5), peptic ulcer (2), glaucoma, pediculosis corporis and capitis, and uraemia (2). The total figures do not coincide with the number of 232 patients with physical disease given in Table 1 , as some had more than one. The approximate percentage of 7 5 per cent. for neurological diseases (including "related epilepsy, neurosyphilis, and alcoholism) can be compared with the 5 per cent. quoted by Gooddy and others (1960) , epilepsy contributing the largest proportion in both studies. Of 59 patients (28 males, 31 females) whose "related" physical diseases were known at the time of admission (Table III) , 44 (74.6 per cent.) had had previous contact with a medical practitioner a short time before admission, whereas of the 31 patients (17 males, 14 females) whose physical diseases were not known until after admission only sixteen (51 '6 per cent.) had had medical contact. The term "diagnosed before admission" does not necessarily imply direct medical contact, however, as the Duly Authorized Officer, or relative, may have been aware of the physical basis of the disease, e.g. epilepsy or alcohol. Awareness of the existence of physical abnormalities by the referring agency was considered sufficient to warrant the patient's inclusion in the category "diagnosed before admission". 
The ninety cases with physical diseases "related" to their psychiatric state were next classified into two groups, according to the presence of organic mental symptoms, i.e. disturbed consciousness, disorientation, amnesia, or confabulation (Table IV) . 
Just over one-third of cases with "related" physical diseases had functional symptoms, whereas in just under two-thirds, organic mental features were present. In the diagnostic sub-groups, diseases of the central nervous system and alcoholism produced the greatest proportion of patients with organic mental symptoms. Table V shows that forty out of ninety patients with "related" physical diseases were either sent home or sent to a general hospital, i.e. 44 per cent. of these patients required only short-term psychiatric supervision. The average length of stay in the observation ward of patients with "related" physical diseases, who were discharged home or to a general hospital, was 109 days. In contrast, patients with "related" physical diseases who were transferred to a mental hospital had an average stay of 19 9 days. During the survey period there were six deaths in the unit, i.e. a mortality rate of 0 42 per cent. The category "Other" in Table VI includes mental hospitals and observation units in the home counties, which occasionally admit patients from the London postal areas on police orders.
The high percentage of males compared with females is plainly seen in Table VI, but Table VII shows that this sex ratio is reversed in patients admitted on the order of duly authorized officers. Table VIII shows the psychiatric diagnoses of these patients. "Affective Illness" is used to describe depressive or manic reactions. "Personality Disorder" includes psychopathy, sexual deviation, alcoholism, or drug addiction; the four cases of neurotic personality presenting with superimposed depression were classified in the category "Personality Disorder". "Organic Disease" includes epilepsy, mental defect, and the symptomatic and organic psychoses. For control purposes 300 D.A.O. patients were randomly selected and the sex ratio ascertained.
There are no obvious diagnostic differences in The disposal of these patients is recorded in Table  IX . The "Other" disposals include deaths and certifications as defective. The higher proportion of Police cases requiring certification compared with that of control group does not reach statistical significance, and a further breakdown revealed that this also applied to all four diagnostic categories, apart from the small "organic" sample of seventeen cases.
Data on D.A.O. cases in Table X were obtained from eighty D.A.O. cases used as controls for sex ratio from Section (3). The clinical impression that patients admitted on Police orders were more aggressive was not confirmed. A diagnostic breakdown showed that "schizophrenic" patients had a higher proportion of "aggression to others". (i) The proportion of psychopaths in the informal group is significantly greater than in the control group (P < *001), and this also applies within each sex (Males P < * 001; Females P < * 05);
(ii) The proportion of schizophrenic patients in the control group is significantly greater than in the informal group (P < *01), but this significance applies only to males (P < *02); (i) In the depressive category, married patients formed a higher proportion of those admitted compulsorily than of those admitted informally, though the difference was not statistically significant.
(ii) A significantly higher proportion (P < -05) of patients with previous admissions were admitted informally irrespective of diagnosis or sex.
(iii) The compulsory group included a higher proportion admitted for aggressive acts as well as strange behaviour (P < 001).
No other significant differences were noted.
ACCEPTANCE OF MEDICAL ADVICE The category "accepting advice" includes the following types of disposal: informal admission to mental hospital, discharge home with out-patient attendance, and discharge by hospital doctor. The term "rejecting advice" includes patients who discharged themselves and those who were certified.
A preliminary breakdown of the data in Table XII for sex did not reveal any notable differences, and these have therefore been omitted.
From Table XII the following points emerge: (i) No significant difference was found between informal and control patients with regard to "acceptance of further medical advice"; 
DISCUSSION
Several points of interest arise from the above data. Of patients admitted, 18 4 per cent. had physical diseases, and 7 * 2 per cent. had physical diseases considered to be of major causal significance in their psychiatric illness. Thus statistical support is given to the opinion of Mapother (1929b) , Asher (1954) , and other authors, who have emphasized the need for the psychiatric staffto be well trained in general medicine, and have suggested the observation unit should be sited within a general hospital to allow easy access to laboratory facilities and specialist opinion. The present study reveals that a simple psychiatric assessment would have revealed mental symptoms indicative of a physical basis in 58 patients and thus paved the way for further medical evaluation, though the behaviour of some patients with a recognized physical basis for their psychiatric illness might still require transfer to an observation unit. However, forty out of ninety patients in this category were discharged within 11 days, and it is thus conceivable that nursing in a side room of a general ward with visits by an attending psychiatrist would probably provide adequate treatment for the majority of such patients.
The low mortality rate of O -4 per cent. for this Unit compared with 7 * 1 per cent. in (Norris, 1959) , 4 per cent. 1948-53 (Stokes and others, 1954) and 9 3 per cent. (Pentreath and Dax, 1937) (iii) Would the Unit be providing temporary "board and lodging" for a large number of psychopaths.
This latter query was raised by Pentreath and Dax (1937) , who referred to "institutional cases" from the casual wards, institutions, and the streets, who were obvious malingerers, often unemployed, and unsuitable for observation ward or mental hospital, and who were rapidly returned to the place they came from.
The present study has revealed few significant differences. The higher proportion of "psychopaths" in the informal group and of schizophrenic patients in the coitrol group was in accordance with expectations as was also the higher proportion of the latter categorized for "aggression to others and/or property". The findings regarding "acceptance of medical advice" seem to be of particular importance. It was considered probable that patients admitted informally would be more likely to accept further medical advice than those admitted compulsorily, but this was not borne out by the study. However, the results revealed that 82-6 per cent. of "informal schizophrenics" and 76-9 per cent. of "informal depressives" had accepted the advice given them, and it seems likely that the relatively small number of patients in these diagnostic categories who rejected advice would have been unsuitable for informal admission to psychiatric hospital anyway, since they would have discharged themselves before they could receive effective treatment.
It is amongst "psychopaths" that the highest proportion of patients "rejecting advice" is found, and this applies to both the informal and the "control" group (45:39 per cent. respectively). As many of the "psychopaths" recovered from the acute disturbances which had necessitated their admission to the observation ward, further treatment had to be arranged for the underlying personality disorder. As facilities for the treatment of psychopaths are limited and the methods as yet inadequate, the lower percentage of such patients accepting advice is perhaps understandable. Even in this group the observation unit may be considered to serve a useful purpose when it provides a sheltered environment in which psychopaths can return in a short time to their premorbid level of social adjustment. Tables. 
